Introduction
Spinal epidural abscess is an uncommon condition. The incidence is about one patient per year per large centre and any age may be affected.' It should be considered in the differential diagnosis of a febrile patient with backache and localized tenderness. Failure to do so may have devastating consequences as we illustrate in our first case report. It is for this reason that spinal epidural abscess requires periodic review to remind clinicians of its existence as it is eminently curable if recognized early.
Case reports Case I
A 73 year old man, who was not diabetic, was seen in October 1986 complaining of abdominal pain radiating to his back. The patient had been discharged from hospital 8 weeks previously having been treated for Escherichia coli pneumonia. Examination revealed tenderness to percussion of the lower back but no other significant features. Radiographs were taken of the pelvis and spine and barium meal, barium enema, abdominal ultrasound and -ndoscopy performed. These investigations revealed the presence of a hiatus hernia but were otherwise normal. Two weeks later he was readmitted to hospital complaining of severe unrelenting backache. On examination he was pyrexial (38.6°C) and had a marked cellulitis of the left leg. He had no neurological deficit. His white cell count was 16.8 x 109/l. He was commenced on oral erythromycin, cloxacillin and metronidazole and prescribed morphine intramuscularly for his backache. The antibiotic regimen was subsequently changed to oral cephalexin, clindamycin and metronidazole as his cellulitis did not respond. Three weeks after admission he complained of inability to move either leg. He was transferred to the regional neurosurgical centre where he gave a history of gradual loss of power in the legs over the previous 2 days. On examination he had a pronounced thoracic kyphus. Power was grade 0/5 in the legs and normal in the arms. He was in urinary retention. Radiographs showed bone destruction at Ti 1 and T12, a large right paravertebral mass and complete myelographic block at T12 (Figure 1) . A provisional diagnosis of spinal epidural abscess was made. Laminectomy from TIO to LI inclusive was performed with evacuation of the extradural pus. The wound was closed over drains and antibiotics were continued. Postoperatively no neurological improvement occurred. The sepsis in the left leg deteriorated to the extent that it required an above knee amputation. A coliform species was isolated from pus obtained from his back and also from the leg.
Case 2
A 49 year old woman, who one year previously had undergone renal transplantation and was taking prednisolone 22.5mg per day and azathioprine 125mg per day, presented to the transplant team complaining of persistent low backache of one week's duration. She was recovering from a streptococcal urinary tract infection for which she was taking oral cephalexin. Initial examination showed her to Urgent surgery in the form of decompressive laminectomy with pus evacuation and equally important parenterally administered antibiotics for a minimum of 3-4 weeks (6-8 weeks if vertebral osteomyelitis is also present) remain the cornerstone of treatment. Computerized tomography guided needle aspiration of the pus has been reported as obtaining results as good as surgery in selected cases.4 Thus the role of surgery in its present form needs to be re-evaluated and reassessed, in the light of new techniques.
Several pathophysiological mechanisms have been proposed to explain the neurological deficit associated with spinal epidural abscess. These include thrombosis of the major spinal arteries and veins, impairment of the intrinsic circulation of the cord, inflammatory vasculitis leading to vascular compromise and mechanical cord compression.6-8 Recent experiments using an animal model in which the clinical, radiological and bacteriological aspects of spinal epidural abscess in humans were reproduced, demonstrated histopathological evidence consistent with mechanical obstruction and pressure necrosis. 9 The prognosis of the disease is related to the degree of neurological impairment and particularly to the length of time it has been present when definitive treatment is undertaken, as exemplified by the two cases presented. In a series of 18 cases, none of the 5 cases with paraplegia of over 48 hours duration improved. 10 Spinal epidural abscess is an uncommon but serious infection. The finding of spinal ache, localized tenderness and fever should alert one to the diagnosis and warrants urgent investigation, ideally prior to the development of neurological deficit. 
